Sir, I read with interest the article on the appropriate minimal time that should be spent on the pulmonary patient in the outpatient clinic. [1] After studying 49 researchers who noted the time required for 1680 patients in different settings, authors concluded that the appropriate average time was 20 min.
Although authors raise an interesting practical and important question, I wonder whether the question was really answered. Authors, rightly, believe that adequate time should be given for "the sine qua non of the art of medicine," i.e., the physician-patient communication. Furthermore, they state that poor communication may lead to "deficient or erroneous diagnosis, inappropriate prescriptions, less frequent use of preventive medicine measures, reduced patient satisfaction, and acts of violence against health-care staff". [1] However, there is no data to show that the time found by authors was related in any way to any of these outcomes. Was this time superior to a lesser time in terms of diagnostic yield, appropriate prescription, patients' satisfaction, etc. Or, would a longer time be indeed a waste or give better outcomes? The answer is unknown because the time recommended by authors was merely the time a group of researchers felt they needed in their particular setting with no proof that such time altered outcomes or patients' satisfaction.
I feel the question on the appropriate time required for pulmonary consultation requires further research.
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There are no conflicts of interest. FVC% and FEF 25-75 % were significantly reduced in the hypothyroid group (P = 0.014, P = 0.000, respectively) compared to the control group. [1] I presume that these findings ought to be cautiously interpreted. My presumption is based on the presence of the following methodological limitation. It is obvious that the evaluation of PFTs is usually done by examining the absolute values of various PFTs components, comparing them with predicted values, and examining the shape of the curves. Precise
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Pulmonary consequences of hypothyroidism
Sir, I have read with interest the case-control study by Sadek et al. on the pulmonary consequences of hypothyroidism in a cohort of Egyptian patients. [1] In the methodology, the authors employed spirometry to measure various components of pulmonary function tests (PFTs), namely, forced vital capacity (FVC), FVC%, forced expiratory volume in 1 s (FEV1s), FEV1s%, FEV1s/FVC, and forced expiratory flow (FEF 25-75 )%. [1] The authors found that interpretation of PFTs in particular patients compared to the matched controls requires population-specific reference values (RVs). There are many population-specific RVs of PFTs. [2, 3] The authors did not state which RVs were employed in their study. To my knowledge, the only available Egyptian RVs based on age and height were constructed more than two decades ago for healthy nonsmokers female industrial workers, [4] and they are no more useful in the clinical field and researches. Since normal pulmonary function tends to be genetically, nutritionally, physiologically, environmentally, socioeconomically, and ethnically determined, [5] it is pivotal to construct new Egyptian population-specific prediction equations to establish RVs of PFTs. I presume that the employment of national RVs might change the Sadek et al's study results.
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